
FIRST AID TREATMENT FORM 

Date 
Time (24hr) 

 

Was Consent Provided Prior To Administration of First Aid           YES ����   NO���� 
Any injury to staff or volunteers which requires medical assistance you must obtain a FIRST MEDICAL CERTIFICATE 

Patient Gender 
M      F 

Patient Given Name Patient Surname 
 
 

Age 
 
 

Patient Address 
 
 

Patient Contact Number Alternate Number 

Medical History;  Diabetes, Cardiac, Respiratory, Allergies, Medications, Injuries, Other; 
 
 
Last time consumed food or fluids: 
 

Have medications, alcohol or substances consumed? 

Time Narration of Injury and Treatment Initial  
   
   
   
   
   
   
   
   
   
   

Ambulance Required: 
 

Y       N 
 
Ambulance hand over time: 

  
Advised: Seek Medical Assistance 

 
Y        N 

 

 

 

 

 

 

  Draw freehand where the injury occurred on premise, 
 include any equipment used- chair, play equipment 
 



FIRST AID TREATMENT FORM 

Incident Revision 

 

Incident Recognition 

� Staff, � Swim Teacher, � Public, � Family,  � Other________________________ 
Name:________________________________  Contact Number:__________________ 
 
First Responder  

� Staff, � Swim Teacher, � Public, � Family, � Other_______________________ 
Name:________________________________  Contact Number:_________________ 

 

Staff providing treatment: 

Signature: 

All Information on the form has been completed in full and correct. 

Manager or Equivalent verification aware:  DD / MM / YYYY 
Up chain reporting required?: 
Actions taken for rectification if required: 

 

 

Date and signature Manager or Equivalent all actions rectified: 

 

Incident / Accident Narration: 

 

 

 

 

 

 

 

 

 




